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BreakingMaking

the Ottoman, Hapsburg, and Ro-
manov empires, nationalities
continued to refer to such com-
munities. This conception
shaped the policies toward na-
tionalities of the communist suc-
cessor regimes of the Soviet
Union and Yugoslavia and ulti-
mately contributed to the col-
lapse of both countries, thus
demonstrating that the process
of nation-state creation is not
irreversible.

In this article, I suggest some
of the reasons for the breakup
of the Yugoslav federation and
describe some of the health-
related consequences. The
association between political
institutions and health care and
public health institutions is in-
extricable, and the collapse of
the former has profound conse-
quences on the latter and on
the health of the population.
I argue that it was the eco-
nomic crisis of the 1980s that
let slip the dogs of war that tore
apart the country. Nationalism,
while real enough during all of
Yugoslavia’s brief history, be-
came truly toxic only when eco-
nomic collapse threatened.

SINCE THE LATE 1980S, THE
world has witnessed a phenom-
enon unique in modern Euro-
pean history. For the past sev-
eral centuries, nation-states in
Europe have grown stronger
while incorporating large num-
bers of different peoples within
their boundaries. The process
has never been entirely success-
ful, of course, as conflicts with
incompletely assimilated peo-
ples in the United Kingdom,
Belgium, and Spain attest.
Nonetheless, most scholars as-
sumed that the building of
nation-states was inevitable, ir-
reversible, and part of the very
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fabric of the process of modern-
ization. And modernization
meant secularization, the cre-
ation of national identities out
of separate ethnic identities, ris-
ing living standards, and im-
provements in health.

This version of the growth of
the nation-state is based on the
western European experience,
in which “the nation is a territo-
rially bounded and self-govern-
ing collectivity, a collectivity
shaped, indeed constituted by its
territorial and political frame.
Nationhood, on this view, is
both conceptually and causally
dependent on political terri-
tory.”1 This was not the experi-
ence in central and eastern
Europe, particularly “in the
great multinational empires of
the Ottomans, Hapsburgs, and
Romanovs.” There, the nation
was not territorially based. It
was an ethnocultural commu-
nity, “typically a community of
language.”2 Members of the
same ethnocultural community,
or nationality, often lived scat-
tered among other ethnocul-
tural communities. In the states
that emerged from the ruins of

The creation of nation-states in Europe has generally been assumed to be intrin-
sic to modernization and to be irreversible. The disintegration of Czechoslovakia, the
Soviet Union, and Yugoslavia demonstrates that the process is not irreversible. I argue
that in the case of Yugoslavia, (1) disintegration was caused by the interaction between
domestic policies with regard to nationalities and integration into the global economy
and (2) the impact of the disintegration of the federation on health care and public
health systems has been profound. Improving and converging measures of mortality
before the collapse gave way to increasing disparities afterward. 

The lesson is that processes of individual and social modernization do not re-
sult in improvements in health and well-being that are necessarily irreversible or
shared equally.
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creation by the victorious allies
of the Kingdom of the Serbs,
Croats, and Slovenes, later to be
renamed Yugoslavia. 

All the regions that composed
the new nation were for the most
part agricultural. What industrial
and commercial development
had occurred was mainly in
Croatia and Slovenia, which had
long been part of the Austro-
Hungarian Empire. When the
new country was created by the
Treaty of Versailles in 1918,
Croatia and Slovenia went from
being among the least developed
parts of the empire to the most
developed part of an undevel-
oped country. Rather than being
able to trade in a large area with-
out customs restrictions, they
were now the commercial cen-
ters of a small, poor country

whose political center was lo-
cated in Belgrade and dominated
by Serbs.5 It is to the restriction
of Croatian and Slovenian trad-
ing and commercial possibilities
and to autarchic Serbian policies
that much of the hostility be-
tween these republics right up to
1991 may be attributed. 

The country remained largely
undeveloped throughout the in-
terwar years. Seventy-seven per-
cent of the population were peas-
ants. Illiteracy rates of those older
than 10 ranged between 83.8%
in Macedonia and 8.8% in Slove-
nia, with the national figure being
51.5% in 1921.6 Mortality and
fertility were both high, epidemics
were common despite innovative
programs created by Andrija
Stampar, the Croatian public

health leader, and the govern-
ment was ineffective in providing
preventive and curative health
services as well as needed infra-
structure. High taxes and declin-
ing agricultural prices during the
depression years of the 1930s
may have contributed to the peas-
ants’ hostility to the government
and to their support for the Parti-
sans during World War II, which
was as much a civil war as a war
against the German invaders.

That the Yugoslavs had fought
their own war of liberation and
had had their own communist
revolution gave them a certain de-
gree of independence in dealing
with the Soviet Union and other
communist nations. In particular,
the Yugoslav leadership wished to
develop Yugoslav industry rather
than be entirely dependent on the

Soviet Union for manufactured
goods. Conflict with the Soviet
Union over this and other issues
resulted in Yugoslavia’s expulsion
from the Comintern in 1947 and
increasing economic and political
isolation.7

As a result, Yugoslavs became
increasingly critical first of Soviet
foreign policy and then of its do-
mestic policy, which they called
“etatism,” that is, centralized, bu-
reaucratized government plan-
ning and control. In response to
the threat of invasion by the So-
viet Union, and to maintain the
allegiance of the people, most of
whom were noncommunists, a
new form of socialism, called
self-management, was developed.
Self-management involved both
decentralization and the inclu-

A BRIEF HISTORY OF THE
FORMER YUGOSLAVIA

Throughout the 19th century,
Croatia and Slovenia had been
part of the Austro-Hungarian
Empire. Serbia had gradually
achieved independence from the
Ottomans over the course of the
19th century. Bosnia, which had
also been an Ottoman possession,
was turned over to the Austro-
Hungarian Empire as a result of
the Treaty of Berlin in 1878.

The Ottoman Empire had by
the end of the 19th century
withdrawn from most of the
Balkan Peninsula, retaining con-
trol of only Thrace and Macedo-
nia. In the First Balkan War in
1912, the Serbs, Bulgarians,
Montenegrins, and Greeks joined
in a largely successful effort to
drive the Turks from those re-
maining lands. Soon the victors
fell to quarreling among them-
selves, and in 1913 the Second
Balkan War erupted. This time,
the major fighting occurred be-
tween the Serbs and the Bulgari-
ans, with the Serbs emerging as
the victors. The brutality, slaugh-
ter of civilians, and widespread
destruction in each of the 2 wars
horrified observers.3 The nation-
alist enthusiasms of which these
wars were a manifestation were
rife throughout the Balkans; a
year later, in June 1914, they
led to the assassination of the
Hapsburg Archduke Franz Ferdi-
nand and his wife in Sarajevo
by Bosnian Serbs seeking the
union of Bosnia with Serbia.
The Austro-Hungarians held
Serbia responsible and war
erupted, which for the Serbs be-
came a war to liberate all their
South Slav brethren—Croats,
Slovenes, and Serbs still under
the domination of the Austro-
Hungarian Empire.4 The result,
after horrific bloodshed, was the
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sion of workers in decisionmak-
ing in the enterprises in which
they worked.8 There was grow-
ing openness toward, and de-
pendence on, the West as trade
with the Eastern Bloc declined.
This took several forms, includ-
ing foreign aid, foreign invest-
ment in Yugoslav enterprises,
an increasingly market-oriented
economy, and, increasingly
through the 1970s, loans from
commercial lenders.

The benefits of international
integration were real, but also
dangerous. Real incomes in-
creased substantially from the
early 1950s to the late 1970s
but then began to fall precipi-
tously as inflation destroyed the
economy.9 The economic decline
was attributable to severe deficits
in the balance of payments, the
result of increases in the price of
oil and other imported goods be-
ginning in the early 1970s; de-
clining competitiveness of Yu-
goslav exports in the world
market; and increasing resort to
short-term commercial loans at
high interest rates. Despite the
establishment in 1979 of an eco-
nomic stabilization program sup-
ported by the International Mon-
etary Fund, inflation accelerated
throughout the 1980s.10 From
1970 to 1980, inflation had av-
eraged 18.4% per year. It was
between 85% and 105% annu-
ally in the early 1980s and
reached 800% to 900% by the
end of the decade; for the period
1979 to 1989, inflation averaged
123% annually.11

Complicating and exacerbating
the economic crisis was the pol-
icy toward nationalities pursued
by the Yugoslav government, one
similar in many respects to, but
less coercive and arbitrary than,
the one pursued by the Soviet
government.12 Nationalities were

classes. One of the more harm-
ful unintended consequences,
however, has been the overpro-
duction of experts whom the
more market-oriented Yugoslav
economy could not absorb.13

The overproduction of experts,
particularly health workers, does
not mean there were no health
care needs left unmet but rather
that the condition of the econ-
omy did not allow for their full
employment. The result was a
class of well-educated people dis-
satisfied with the limited oppor-
tunities afforded them.

It was in this context that first
Slovenia and then Croatia se-
ceded from Yugoslavia in 1991,
for these were the 2 wealthiest
republics. Their citizens had sup-
ported decentralization and liber-
alization and had long resented
what they perceived to be the
confiscatory taxes levied by the
central government to pay for
equalization, including develop-
ment projects and services in the
poor republics and in the au-
tonomous province of Kosovo.
While the taxes and redistribu-
tive policies they supported may
have been tolerable when real
incomes were rising, they be-
came intolerable when the econ-
omy had fallen apart.

However, in addition to ten-
sion between republics there
was the problem that Yu-
goslavia, like the Soviet Union,
was a single-party state. There
was no organized opposition
party that crossed republic lines
and could unite people once the
dominant party had been dis-
credited. Indeed, the policy with
regard to nationalities had cre-
ated local elites in every repub-
lic ready to assert their claims to
independent nationhood. In
both Serbia and Croatia, dema-
gogic leaders arose whose ap-

recognized as having cultural
rights (to be educated in their
own language, for instance). This
was seen as a necessary but tran-
sitional phase—necessary to gain
the loyalty of the many different
nationalities, transitional because
it was believed they would ulti-
mately become one people. In
both the Soviet Union and Yu-
goslavia, nationalities were terri-
torially based in the different re-
publics of the federation, but
significant minorities were found
in other republics—for instance,
Serbs in Bosnia, Croatia, and the
autonomous province of Kosovo
(part of Serbia and the poorest
region of Yugoslavia); Croatians
in Bosnia; Albanians in Macedo-
nia; and Hungarians in Vojvodina
(also an autonomous province of
Serbia and among the richest re-
gions in the country). The notion
that nationalities were ethnocul-
tural communities was thus en-
couraged by government policy.
Among other things, it meant
that Serbia had an interest in the
treatment of Serbs outside of Ser-
bia, and that Croatia had an in-
terest in the treatment of Croats
in other republics.

The policy regarding nationali-
ties also meant equalization
across the republics; that is, a
transfer of wealth from the rich
to the poor republics.

“As in the Soviet Union, the
equalization policy was most suc-
cessful in culture,” Vugacic and
Zaslavsky write. 

The promotion of local
languages, the establishment
of republican cultural institu-
tions, and a general improve-
ment in social services such as
schooling and public health . . .
contributed to the growth of an
indigenous class of experts. As
long as extensive economic
growth and foreign credits
could sustain such a policy, it
helped co-opt ethnic middle
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peal to their constituents was
based on religious and ethnic
loyalties that, once unleashed,
could not be controlled.14

Thus, the history of Yugoslavia
since 1945 embraces a period of
rapid economic, political, and so-
cial modernization reflected in
urban and industrial growth, im-
provements in literacy and eco-
nomic well-being, changes in the
traditional patriarchal family
structure (the zadruga), modera-
tion of ethnic hostilities, and inte-
gration into the international
economy. However, in dialectical
fashion, it also embraces a period
of economic decline and intense
ethnic reaction. In a very real
sense, the route to the collapse of
the Yugoslav federation, like the
collapse of the Soviet federation,
was paved by the policy toward
nationalities that each had pur-
sued, but it was precipitated by in-
volvement in the global economy.

MORTALITY IN THE
POST–WORLD WAR II ERA

The redistributive policies pur-
sued by the central government
in Belgrade were partially effec-
tive: disparities in a variety of in-
dicators of well-being persisted
but diminished right into the
1980s. For example, school at-
tendance and literacy increased
all across the country, but by
1981 there were still major dif-
ferences, with illiteracy ranging
from 0.8% in Slovenia to 17.6%
in Kosovo.15 Similarly, there con-
tinued to be significant regional
differences in income, in per
capita expenditures on health
and welfare, and in the distribu-
tion of physicians and hospital
beds.16

There was also a substantial
drop in infant mortality over most
of the period from the early

1950s into the 1980s. Figure 1
displays the rates from 1955
through 1984 for the entire Yu-
goslav population. However, just
as striking as the decline, is the
stagnation that began some time
in the early 1970s and became
worse in the early 1980s.17 The
slowing rate of decline occurred at
the same time that inflation was
increasing and rates of improve-
ment of real income were slowing
and then reversing. A similar pat-
tern was observed in each of the
republics and autonomous
provinces (data not shown).

In addition to infants and chil-
dren, the elderly were especially
susceptible to the ill effects of
economic decline and environ-
mental hazards. Mortality rates of

women aged 80 to 84 years in-
creased from 129.1 per 1000 in
1977 to 132.5 per 1000 in
1981, while rates for men of the
same age increased from 153.1
per 1000 to 162.9 per 1000
over the same period. For
women and men aged 85 years
and older, the increases were
from 191.8 to 229.1 per 1000
and from 210.8 to 242.7 per
1000, respectively.18

Finally, a study in central Ser-
bia showed that the rate of de-
cline in deaths resulting from in-
fectious diseases diminished
significantly in the period 1987
to 1990 compared with the de-
cline in previous years, attributa-
ble to the economic crisis of the
1980s.19 And a study in Bel-

Year

1945 1955 1965 1975 1985

20

160

140

120

100

80

60

40

In
fa

n
t 

M
o

rt
al

it
y 

R
at

e

Source. Statistical Yearbook of Yugoslavia (Belgrade: Savezni Zavod za Statistiku, various years).

FIGURE 1—Infant mortality rate (per 1000 live births) by year, Yugoslavia, 1950–1984.
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This deterioration was attributa-
ble to the increasing inflation
that began in the early 1970s
and accelerated during the
1980s, to the erosion of real in-
comes, to the increased cost of
imported pharmaceuticals and
medical technologies, and to the
withdrawal of government sup-
port from the health and social
services sector, a condition im-
posed both by the economic
crisis and by the International
Monetary Fund when it resched-
uled the nation’s debt repay-
ment. Nonetheless, no economic
or political intervention was
able to dampen the secessionist
nationalist passions, which by
the end of the 1980s had be-
come so inflamed that war was
inevitable.

HEALTH DURING THE
THIRD BALKAN WAR

So far, I have discussed the
small but real health conse-
quences of the political and eco-
nomic changes that resulted in
the secession of Croatia, Slove-
nia, Macedonia, and Bosnia-
Herzegovina from the Yugoslav
federation. Those secessions re-
sulted in a war that matches in
brutality the 2 previous Balkan
wars of 1912 and 1913. What
made these wars so brutal was
that, like World War II, they
were waged against civilians.

Clearly, even civilians in the
noncombat zones suffered. In a
series of studies, Serbian investi-
gators in Belgrade described the
consequences of United Nations
(UN) sanctions on the health of
the population of Serbia, and
particularly of Belgrade.22 Their
data also measure the continuing
collapse of the Yugoslav dinar,
which had made imports of all
sorts prohibitively expensive, as
indeed they were even before
the war. The hardships imposed
by further economic collapse, as
well, perhaps, as sanctions, has
had an increased effect since the
late 1980s, as the data in Table
1 illustrate.23

The top part of Table 1 shows
that hospitalization rates declined
significantly, particularly for peo-
ple aged 60 years and older. At
the same time, mortality rates of
hospitalized patients increased,
suggesting that only the very sick
were being admitted, that health
care worsened as a result of the
inability to import needed med-
ications, or both. The bottom part
of Table 1 shows that for the
total population of Serbia and
Montenegro, and particularly for
the elderly, mortality rates in-
creased substantially from the

grade showed an increase in all-
cause and cardiovascular disease
mortality among both women
and men from 1975 to 1989.20

However, even with inflation
and declining real incomes,
there was convergence among
the republics, although improve-
ments did not necessarily occur
at the same rate. For example,
infant mortality rates improved
more rapidly in wealthy than
poor regions, whereas the re-
verse was true of productive
years of life lost.21 Nonetheless,
these analyses suggest that the
decade before 1991, when
Croatia and Slovenia seceded
from the Yugoslav federation,
was one of deteriorating health,
just as was occurring in the So-
viet Union before it collapsed.

TABLE 1—Hospital Use and Mortality in Serbia and Montenegro, 1985–1992

1985 1988 1989 1990 1991 1992

Hospital use and hospitalized mortality in Belgrade 
Hospitalization rate
per 1000 111.9 104.0 103.5 107.3 96.9

Hospitalization rate
per 1000 aged ≥ 60 y 246.5 192.4 189.5 186.1 166.8

Mortality rate per 1000
hospitalized patients 28.3 25.8 29.9 31.7 36.4

Mortality rate per 1000
patients aged ≥ 60 y 74.0 71.5 78.9 86.3 96.6

Mortality from all causes, per 100 000 population 
Belgrade

All ages 816.3 826.8 889.7 925.2 1026.9
≥ 65 y 5329.7 5349.3 5665.1 5828.3 6571.7

Serbia and Montenegro
All ages 953.8 963.2 942.9 975.8 1012.2
≥ 65 y 6162.8 6289.7 6187.2 6336.9 6621.6

Serbia
All ages 972.9 984.2 961.9 996.7 1031.3
≥ 65 y 6247.2 6367.0 6264.2 6415.6 6695.7

Montenegro
All ages 603.3 628.4 641.9 644.8 709.0
≥ 65 y 4558.5 4810.7 4706.7 4815.2 5180.2
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tems. Perinatal mortality and
spontaneous abortions increased,
and average birthweight de-
creased as a result of the inability
to maintain prenatal services. Im-
munization levels declined
among children, but no epi-
demics or evidence of mass star-
vation occurred. 

Despite the deterioration of
public health, trauma rather than
infectious diseases remained the
major cause of death,27 a direct
consequence of the policy of eth-
nic cleansing that justified gang
rapes by soldiers,28 the killing of
noncombatants, and their forced
transfer from one area to another.
While all the warring parties en-
gaged in such behavior, UN ob-
servers agreed that Bosnian Serbs
caused the vast majority of
deaths, as well as most of the
forced movement of populations,
rapes, and destruction of homes
and cultural monuments.29

What evidence exists from
previous European wars indi-
cates that as a proportion of all
war-related deaths, civilian
deaths (defined as caused by
wounds resulting from military
equipment) have increased dra-
matically since the beginning of
the 20th century. It is believed
that occurrences of such deaths
were low in 18th- and 19th-
century European wars. In World
War I, civilians accounted for
19% of all deaths; in the Spanish
Civil War, 50%; in World War II,
48%; in the Korean War, 34%;
in the Vietnam War, 48%.30 In
the Third Balkan War, the contri-
bution of civilian deaths to the
total may have been substantially
more than 50%, as the data from
Sarajevo suggest. Indeed, in
Croatia in 1991 and 1992, the
proportion was 64%.31 Such high
and increasing rates are associ-
ated both with the increasing

lethality of weapons and with a
change in the morality of war-
fare, which became especially
obvious during World War II.
Civilians have increasingly been
the targets of warfare to both ter-
rorize and demoralize the popu-
lation and to obliterate the
enemy (whether combatant or
noncombatant) from the face of
the earth.

Thus, the available evidence
indicates that the health of cer-
tain segments of the Yugoslav
population had begun to worsen
in the decade and a half before
the war as the economy declined
and that the deterioration of
health continued during the war.
There also have been measura-
ble postwar health consequences
of the terror and suffering visited
upon noncombatants and com-
batants.32 These, significant in
their own right, represent a con-
tinuing burden on, and challenge
to, health care and public health
systems. I turn, however, to some
of the consequences that are not
the direct result of war trauma to
individuals.

THE AFTERMATH OF WAR

Until the late 1980s, mea-
sures of well-being were con-
verging among the republics and
regions of Yugoslavia. The
breakup of the country changed
all that. In what is now the
rump state of Yugoslavia, known
as Serbia and Montenegro, in-
come dropped by more than

late 1980s through 1992. Again,
it is not obvious from the data
what the precise reasons are—
sanctions, the collapse of the
dinar and the inability to pur-
chase needed medications and
vaccines, or a combination of
both plus a variety of other fac-
tors. Another study, of 2 regions
in Serbia in late 1993 and early
1994, showed that there had
been a reduction in the use of a
variety of preventive and curative
services owing to an absence of
supplies and an inability to pay
for services that had previously
been provided without charge.24

The economic collapse of the
rump state of Yugoslavia had
other health-related effects, for as
the economy deteriorated, crimi-
nal activity increased. In the city
of Belgrade, there was a 100%
increase in homicides since the
prewar period.25 Thus, even far
from the combat zone, the mor-
tality of noncombatants in-
creased. But of course it was in
the combat zone that the dangers
were greatest, particularly when
civilians were targeted by the
warring parties.

Unlike contemporary civil
wars in poorly developed na-
tions, in which infectious diseases
have been the leading cause of
civilian death, in Bosnia, war-
related trauma was the leading
cause. Between April 1992 and
March 1993, 57% of all mortal-
ity in Sarajevo was caused by
war injuries compared with 4%
to 11% in Somalia between April
1992 and January 1993.26 In
Sarajevo in April 1993, the
crude monthly mortality rate was
2.9 per 1000, compared with
0.8 per 1000 in 1991. The inci-
dence of infectious diseases, of
course, increased in Bosnia
owing to an inability to maintain
water supplies and sewerage sys-

”
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developed nations, in which infectious 
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of civilian death, in Bosnia, war-related
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Although life expectancy data
from the 1990s are highly sus-
pect owing to the turmoil of war
and the vagaries of various re-
porting systems,34 Figure 3 tells
roughly the same story as Figure
2. There was rapid convergence
of life expectancy through the
1970s, equality and stagnation in
the 1980s, and then substantial
divergence in the 1990s, with
Slovenia moving well ahead of
the others.

The conflicts in the early 1990s
did not occur on the territory of
Serbia and Montenegro, having
been limited to Slovenia, Croatia,
and Bosnia-Herczegovina. How-
ever, in the late 1990s, fighting
broke out in Kosovo, leading to
the NATO bombing of Serbia.
Thus, throughout the decade of
the 1990s, Serbia and Montene-
gro experienced first economic
collapse, exacerbated by UN and
US sanctions, and then bombing.
Only when President Slobodan
Milosevic was removed from
office in 2000 were the sanc-
tions lifted, although the public
health infrastructure remained
underfunded and in disarray. It
is estimated that sanctions had
caused about 20% of the decline
in the economy of Serbia and
Montenegro.35

The crisis in Bosnia-Herzegovina
was different. Fighting had been
savage, with the loss of many
civilian lives and the purposeful
destruction of hospitals and
other infrastructure. The Dayton
Accords ended the fighting in
1995 and led to the creation of
a state with 2 ethnic entities, the
Bosnian-Croat Federation and
the Republika Srpska (Serbian
Republic), each governed sepa-
rately. There are 13 different ju-
risdictions, each with its own
constitution and with no coordi-
nation among them,36 an exam-
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FIGURE 2—Per capita gross domestic product in 1995 US dollars in countries of the former Yugoslavia,
1990–2000.

50% from 1981 to 1999. In
constant 1994 dinars, per capita
income was 4820 dinars in
1981, 3894 dinars in 1991, and
1887 dinars in 1999.33

Figure 2 tells an equally dra-
matic story. Income declined or
stagnated in Macedonia, Serbia
and Montenegro, and Bosnia.
In Croatia and Slovenia, where
income was high to begin with,

it improved substantially after a
decline in 1991 and 1992. In-
deed, the improvement in
Slovenia has been extraordi-
nary. As a consequence of se-
cession, war, and sanctions,
there was dramatic divergence
among the countries that com-
posed the former Yugoslavia.
Some got poorer, some stag-
nated, and others got richer.
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ple of balkanization if ever there
was one.

After minimal fighting early in
the war, Slovenia was left to its
own devices. In Croatia, how-
ever, Serbs had held about a
quarter of the territory and
caused horrific damage and loss
of life until expelled by Croatian
troops in 1995. The Serbs fled to
Serbia while hundreds of thou-
sands of Croatian refugees from
Bosnia-Herzegovina fled to Croa-
tia. Hundreds of thousands of
Kosovars also fled to Macedonia
and Albania in 1999,37 and
many Serbs living in Kosovo fled
to central Serbia. Thus, com-
pounding the death and destruc-
tion caused by the fighting were
large population movements. All
of this caused severe disruption
throughout the former Yugo-
slavia, with the exception of
Slovenia.

In all the former republics ex-
cept Slovenia, economic decline,
large movements of refugees,
and the destruction of much of
the health-related infrastructure
have put great pressure on the
health services, so much so that
in every case user fees are being
instituted or increased. But eco-
nomic pressure is not all that ac-
counts for the change. The col-
lapse of socialism has meant
that privatization of all varieties
of enterprises, including health
care, has proceeded more or less
rapidly in all the former re-
publics.38 Undoubtedly, the fact
that loans from the World Bank
are being used to underwrite
health system reform is also im-
portant, but the extent of the in-
fluence is not clear. What is
clear is that the plans for re-
form, their rationale, and the
criticisms of the previous system
sound remarkably alike across
all the republics.

HEALTH CARE SINCE 
THE BREAKUP OF
YUGOSLAVIA

When Yugoslavia split from
the other Communist Bloc coun-
tries, it developed its own form
of what was called self-managing
socialism. This was meant to de-
centralize and democratize deci-
sionmaking in both productive

enterprises and service institu-
tions such as hospitals and health
centers. Money for health care
came from payroll taxes and was
managed by social insurance in-
stitutions at the local level. Origi-
nally, agricultural workers were
excluded, but gradually coverage
became universal.

Before the breakup of the
country, the effectiveness of the
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system had been debated. One
view was that decentralization
had led to inefficient and waste-
ful use of resources, perpetuated
inequalities among regions, and
required greater central planning
and control to be effective. An-
other view was that the dysfunc-
tions of the system were the re-
sult of too much continuing
control by the state, not too
little.39 In general, however, the
consensus appeared to be that
the health care system did pro-
vide services, even if ineffi-
ciently, to people who would

have otherwise been unable to
afford them. Of course, many
people who could afford to do so
were able to manipulate the sys-
tem to their advantage, often by
paying additional fees to health
care providers.

Since the breakup, commenta-
tors have been more nearly
unanimous in their judgment of
the previous system: it was, they
assert, wasteful and corrupt. Ser-
vices were essentially free and
were abused by the populace.
General practitioners had no in-
ducements to treat most prob-
lems themselves, instead refer-
ring large numbers of patients to
specialists whose services were
invariably costly. There were no
financial controls on the pur-
chase of medications. “Salaries
were fixed independently by
workers of each health institu-
tion,” leading to inequality
among institutions but also to
high levels of debt, which were

covered by the state, “regardless
of extent.” “The greatest problem
was the communist manner of fi-
nancial management, which
lasted for decades. Health serv-
ices had no fixed prices and were
available to everybody, without
any financial control. The system
was separated from other finan-
cial systems, especially financial
inspections. Health care was a
gift of communism to the people.
It was forbidden to ask about its
cost, although it was obvious that
a very high price would have to
be paid for it some day.”40

Those comments were made
by the Croatian minister of
health in 1994, but many others
wrote similarly of the system as it
existed before the breakup of the
country.41

The reforms that have been
widely instituted generally
mandate a basic level of health
services for everyone, with
varying levels of co-payments,
supplemented by private insur-
ance for services that are not
part of the compulsory scheme.
The result in Croatia, where the
consequences of the reforms
have been studied most thor-
oughly, is dissatisfaction on the
part of large segments of the
public and high proportions of
the incomes of poor and middle-
class people being spent on
health care that used to be free.
This spending contributes to
growing income inequality, but
it is not yet clear whether the
increasing cost of care has re-

sulted in worsening of the health
of the poor.42

LESSONS

The story of Yugoslavia is at
odds with the optimistic assump-
tions that are the legacy of the
19th-century ideas of national-
ism, convergent modernization,
and demographic and epidemio-
logical progress of which we are
the inheritors. Regarding mortal-
ity, since the late 18th century
there clearly has been conver-
gence between the less devel-

oped and more developed re-
gions of the world, even though
in the 1970s and 1980s the rate
of convergence diminished.43

However, divergence in the
future is a real possibility, and
the story of Yugoslavia, like
that of the Soviet Union, illus-
trates some of the reasons why.
They have to do with the dete-
riorating situation that led up to
secession and war and its con-
sequences. In Yugoslavia, as in
the Soviet Union and Czecho-
slovakia, the centripetal forces
of political, economic, and mili-
tary integration were counter-
balanced by the centrifugal
forces of devolution, national-
ism, and ethnocultural self-
determination, even in the pres-
ence of both institutional and
individual “modernization.”

As a federation, Yugoslavia
after World War II worked well
for more than 4 decades. It
worked largely because it was

increasingly well integrated into
the Western economy, so much
so that shortly before the col-
lapse of the country, membership
in the European Community was
under serious consideration. But
that integration was also one of
the sources of the collapse, for it
was rising oil prices, unwise bor-
rowing from commercial banks,
and the failure of Yugoslav prod-
ucts to compete in the world
markets that led to the balance
of payments crisis. And it was
the internal weaknesses of the
federation, notably a single-party
system of government and the
pursuit of a policy that encour-
aged ethnocultural autonomy
within the republics of the feder-
ation, that made it unable to
withstand and survive the crisis.
Indeed, it was the crisis that
made those weaknesses at once
obvious and fatal.

I have said that divergence in
the well-being of people in the
new countries that were once
Yugoslavia is a distinct possibility.
The fact that these newly inde-
pendent nations are relatively
small is not by itself significant,
as the low mortality rates of
small nations such as the Scandi-
navian countries and The
Netherlands demonstrate. The
more significant issue has to do
with the great economic and
health inequalities that character-
ized the republics when Yu-
goslavia was a federation and
that will characterize the inde-
pendent nations into which the
federation has fragmented.

Federations are in part a re-
sponse to the problems encoun-
tered by small, weak countries
with common borders across
which trade and populations
move only with great difficulty
and to the problems of defense
that can be more effectively

“
”

The reforms that have been widely instituted generally mandate 
a basic level of health services for everyone, with varying 
levels of co-payments, supplemented by private insurance 
for services that are not part of the compulsory scheme.
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solved in common than sepa-
rately. Federations are not all the
same, of course, but there are
some problems with which they
all must cope. Inevitably, there is
not perfect equality among the
constituent members of any fed-
eration, and just as inevitably
there will be some redistribution
of resources among them—what
has been termed horizontal
equalization. Along with the
problem of vertical equalization
(the imbalance between expendi-
tures and revenues at the state
and federal levels), this is a major
issue they all face, and the rock
upon which the Yugoslav federa-
tion foundered.

Horizontal equalization poses
enormous challenges. On the
one hand, federations generally
are based on some sort of agree-
ment about the minimum stan-
dards beneath which no prov-
ince or state should fall, implying
that some will be taxed more
than is returned to them by the
federal government and that
those in need will receive more
than they pay in taxes. On the
other hand, if citizens in the rela-
tively well-to-do provinces or
states believe they are being un-
fairly taxed, they will attempt to
redress the balance, in the most
extreme case by secession.

The economic problem is ex-
acerbated when great cultural
differences separate the con-
stituent states or republics. This
separation is what happened in
Yugoslavia and the Soviet Union.
The irony is that the ethnocul-
tural differences that character-
ized each of them were not the
product of deep-seated hatreds
that had never disappeared and
never would. While national dif-
ferences clearly existed within
each federation, they were exac-
erbated by policies that each had

pursued as a means of keeping
the state intact.

Secession may solve the prob-
lem for the well-to-do, although
there is no assurance of that. It
is likely to prove catastrophic for
the poor states, republics, or
provinces that are now poor
countries without a reasonably
assured source of foreign aid
equivalent to the domestic aid
they received when they were
part of a federation. The result
regarding health and welfare
may very well be worsening
conditions for the poor new
nations and increasing dispari-
ties with the well-to-do nations
where once there was increasing
similarity.

The lesson of this story is that
the convergence of health status
is not inevitable. Much depends
on the continued existence of
states that are able to redistrib-
ute resources from wealthy to
poor regions and populations.
That in turn depends on eco-
nomic stability at a minimum
and preferably growth as well as
egalitarian policies to which the
vast majority of citizens sub-
scribe. To the degree that ethnic
and cultural differences influ-
ence resistance to such policies,
fragmentation as in Yugoslavia
and the Soviet Union is a distinct
possibility and with it increasing
disparities between the relatively
well-off and the poor. ■
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